Hereupon, the patient improved. Nevertheless, the arthritis persisted. On a control chest X-ray, performed 8 weeks after admission, the infiltration had remained unaltered. For that reason, additional investigations were performed including bronchoscopy to obtain specimen for histology and culture. After 4 weeks, one culture of bronchial mucus revealed Mycobacterium tuberculosis and Poncet's disease was diagnosed. Therapy with isoniazide, ethambutol, pyrazinamide and rifampicin was started after which the arthritis resolved in a few days.
Case 2
A 22-yr-old Nigerian man was admitted for persistent fever for several months and generalized joint pains. A week before presentation, the patient had experienced swelling of both hands. Examination of the joints revealed arthritis of both elbows and the left wrist, dactylitis of both second and third digits, tendinitis of both achilles tendons and arthritis of the right ankle. Further physical examination revealed lymphadenopathy in the right armpit and erythema nodosum on both lower legs. Laboratory testing, including ESR, values of IgM-RF and anti-CCP, showed no abnormalities. Sexual transmitted diseases were excluded. On X-rays of the thorax, hands, feet and ankles, no abnormalities were observed. Synovial fluid analysis from the right ankle revealed leucocytes of 5.2 Â 10 9 E/l and no crystals. Standard cultures and cultures for TB of the synovial fluid were negative. Since no diagnosis could be made, the lymph node in the right armpit was extirpated. Histological examination of the obtained tissue revealed granulomas, including epithelioid cells and multinucleated giant cells. Cultures from the lymph node revealed M. tuberculosis. The polyarthritis was diagnosed as Poncet's disease. Therapy with ethambutol, pyrazinamide, isoniazide and rifampicin was started after which the arthritis resolved in a few days.
Review
By studying the PubMed/MEDLINE database, 35 reports containing disease characteristics of 57 patients, were found . Seven cases were not included in the analysis: six patients suffered only from athralgias [8, 16, 21] and in one case, arthritis was reported after 6-month therapy with anti-tuberculous (anti-TB) drugs [35] . From the review of 102 patients with suspected Poncet's disease, disease characteristics of only three patients could be abstracted [11] . So finally, 50 cases were included. Data extracted from these cases are presented in Table 1 . Twenty-nine cases (68%) involved males. Although by definition, Poncet's disease is a non-septic arthritis, only in 15 cases (30%) was septic tuberculous arthritis ruled out by culture or histology. In five patients (10%) [7, 13, 17, 19, 23] , septic tuberculous arthritis of one joint was demonstrated in addition to presumed non-septic arthritis of other joints. Septic tuberculous arthritis was demonstrated either by histology [7, 17, 23] , culture [13] or characteristic X-ray findings [7, 17, 19] . In two of these patients, septic polyarticular tuberculous arthritis was ruled out by culture of other joints [13, 19] suggesting that these cases represent a mixture of septic tuberculous arthritis and Poncet's disease. In the other three patients [7, 17, 23] , no additional joint cultures were performed. Besides the three patients with characteristic X-ray findings due to tuberculous destruction of bone and joints, no irreversible joint damage was observed in the 50 case reports. Fifteen patients (30%) presented with an oligoarthritis of less than four joints and the other patients presented with polyarthritis. In eight patients (16%), no localization of polyarthritis was described. In the other 42 cases, knees (62%) and ankles (57%) were the most commonly involved joints followed by the wrists (48%). In 12 patients (29%), small joints of hand or feet were involved as well. In 10 (20%) patients, the diagnosis of TB was based on the clinical picture only. In 48% of the patients, the TB was localized extrapulmonarily. In 50% of the patients, abnormalities on standard chest X-rays were observed. Only 6% of the patients presented with erythema nodosum [12, 27, 36] . Resolution of the arthritis with anti-TB drugs ranged from 1 week to 4 months.
Discussion
The two presented cases and the review demonstrate that active tuberculosis may be complicated by ReA known as Poncet's disease. It is widely known that tuberculous septic monoarthritis, in which M. tuberculosis can be isolated from the joint, may complicate tuberculous infection; that active TB may be complicated by a sterile ReA is less known and therefore often missed.
The diagnosis 'Poncet's disease' is used to indicate an aseptic polyarthritis, presumably a ReA, developing in the presence of active TB elsewhere [42] . It has been suggested that Poncet's disease mainly occurs in patients with extrapulmonary TB [3] and that the presence of erythema nodosum is an important hallmark of this disease. However, in the reviewed cases, extrapulmonary TB was only present in half of the patients and only 6% of the patients presented with erythema nodosum.
TB was formerly constituted the most important cause of erythema nodosum [43] . But at present, the prevalence of primary TB among patients presenting with erythema nodosum has decreased markedly [44] . Therefore, currently the differential diagnosis of patients presenting with erythema nodosum and arthritis should consist of systemic disorders (sarcoidosis and inflammatory bowel disease), infections (Streptococcal pharyngitis, TB, histoplasmosis, coccidioidomycosis, Chlamydophila pneumoniae and enteric infections) and use of particular drugs (sulfonamides, oral contraceptives and penicillin) [44, 45] . In our patients, the diagnosis Lofgren's syndrome, a sarcoidosis associated disorder defined as the triad of hilar adenopathy, acute arthritis and erythema nodosum was considered as well, but seemed less likely because Lofgren's syndrome is usually a self-limiting disorder rapidly resolving with symptomatic therapy [45] .
Five patients with oligo-or polyarthritis were described that demonstrated a septic tuberculous arthritis of one joint in addition to presumed non-septic arthritis of other joints [7, 13, 17, 19, 23] . In two of these patients, the non-septic nature of the arthritis of the other joints was underscored by culture and histology [13, 19] . Therefore, it has been suggested that septic tuberculous arthritis can be accompanied by a ReA in other joints [7, 13, 17] , as has been proposed for gonococcal arthritis [46] . For some authors, however, these case reports are a reason to question the existence of Poncet's disease and state that all cases of TB-associated arthritis require extensive histological examination and culture of synovial tissue [23] . We did not perform synovial tissue analysis in our patients. First, synovial tissue analysis should only be performed when therapeutic consequences are implied. This was not the case. Secondly, synovial tissue biopsies of TB arthritis may be complicated by fistulae [1] . And thirdly, the negative cultures for TB of multiple joint aspirates from both patients support a diagnosis of Poncet's disease, since in septic TB arthritis 79% of the synovial fluid cultures have been reported to be positive [1] . Finally, septic tuberculous arthritis responds rather slowly to anti-TB drug treatment [1] , whereas the arthritis in the presented patients resolved in just a few days, as has been reported in most reviewed cases. Although Poncet's disease is considered a ReA, the clinical presentation of Poncet's disease differs from the classical pattern of ReA [47, 48] . In contrast to ReA, the onset of symptoms in Poncet's disease before the start of arthritis is much longer than just a few weeks, whereas resolution of arthritis upon starting of adequate anti-tuberculous therapy is mostly within a few weeks. Chronic arthritis has never been reported in Poncet's disease. Furthermore, Poncet's disease is generally, except in two reports [13, 24] , not associated with sacroiliitis. Despite the difference in clinical presentation, the pathogenetic mechanism is considered to be similar. It has been hypothesized that after infection, as a result of systemic immunization, sensitized CD4þ cells together with bacterial antigens migrate to the joints and cause arthritis. This hypothesis is supported by the animal model of adjuvant arthritis in which injection of heatkilled desiccated M. Tuberculosis (complete Freund's adjuvant) results in arthritis [1] . The human counterpart of this model is observed in patients with bladder cancer receiving immunotherapy by means of intravesical instillation of attenuated M. bacillus Calmette-Gue´rin. In 0.5% of these patients, a reactive polyarthritis is observed [1] .
In conclusion, the differential diagnosis of patients at risk for TB presenting with arthritis should definitely include Poncet's disease, even if these patients do not demonstrate erythema nodosum. Correct identification of this rare complication of TB may avoid delayed initiation of appropriate treatment.
